Clinicians who submit tumour tissue to pathologists are really asking "How will this tumour behave ?" or "Will it grow slowly or quickly ? Will it infiltrate locally ? Will it metastasise ? How will it respond to treatment ?" In reply the pathologist tends to give it a name or type on the basis of more or less clearly defined criteria; to grade it according to how malignant he thinks it is; and to stage it according to how far it has spread. To those in different specialties the name alone gives a fairly clear indication of how the tumour will behave and how they should deal with it. Pathologists, however, can never afford to forget that tumour classification-what types there are to choose from-grading, and staging are merely means to Classifying squamous cell (epidermoid) carcinoma
The handling of the tumour type squamous cell (epidermoid) carcinoma illustrates this problem.
In the book on skin tumours' the term squamous cell carcinoma is used, although epidermoid would be more appropriate. The definition -that such tumours are those "that show evidence of squamous differentiation"-is imprecise, incomplete, and tautological. In Oral and Oropharyngeal Tumours2 the term squamous cell carcinoma is also used but defined as a tumour in which the "cells may resemble any or all of the layers of stratified squamous epithelium." Here the definition is more precise and extensive, with reference to the corresponding normal epithelium and to stratification.
In discussing tumours of the cervix, the book on tumours of the female genital tract3 uses the term squamous cell carcinoma (epidermoid carcinoma). This is defined as a tumour "composed of cells resembling those of squamous epithelium"-a definition less precise than that in the book on oropharyngeal tumours but also referring to the normal tissue, which implicitly contains the characteristics of stratification. But subtypes are mentioned: (a) keratinising, (b) large-cell non-keratinising, and (c) small-cell non-keratinising. The criteria for calling the last two subtypes, especially the small-cell subtype, squamous cell carcinomas are not at all obvious.
In several other books the same tumour type is mentioned as arising in organs where squamous cells are not normally present (see table) . Unfortunately not only the designations but also the criteria for basically the same tumour type vary from centre to centre and from organ system to organ system. The explanation is not to be found in philological confusion but in conceptual views. 
Discussion
The purpose of tumour classification is ultimately to indicate biological behaviour. The WHO books on tumour classification have greatly enhanced international comparisons of tumour incidence, but there are discrepancies between them-for example, with regard to squamous cell carcinoma. The interrelationships between the books need examination, and an extra book in which the criteria for recognising tumours common to various sites could be defined should perhaps be considered. Such criteria should themselves, however, have a common pattern based on: (a) consideration of the relevant normal stem cell and tissue; (b) the possible pathways of differentiation for the stem cells; and (c) the recognition by light microscopy of such differentiated cells. (Techniques other than light microscopy are unlikely to be universally available for international practical work.)
Now that the series of classifications is due for revision, we hope that these points will be considered and that the historically determined "provincial" points of view will yield to a more general approach to typing. Pathologists should co-operate more closely with comparative anatomists and embryologists to produce a uniform biological approach to tumour classification.
Typing of Salivary Gland Tumours. Geneva, WHO, 1972 After lunch the meeting moved on to paediatrics, with Mr J Stark's account from the Hospital for Sick Children, London, of the advances that had been made in the management of infants with congenital heart disease. Deaths still occurred, especially in the neonatal period in infants with inoperable or complex lesions, but there had been a striking fall in the mortality rate in open-heart operations, from 65°o in the mid 1960s to 2500 in the mid 1970s. Furthermore, most of the survivors had a normal exercise tolerance and would probably have a normal life expectation.
There had been nearly 1300 accidental deaths in children last year, said Dr R H Jackson (Newcastle upon Tyne). Road accidents accounted for 541 deaths and for 11 000 serious injuries-not, perhaps, surprising when one-fifth of mothers asked at what age their children could safely cross a main road answered "3." Much more could, he said, be done to prevent accidents: the environment needed to be safe for children as well as adults-a message that had to be brought home to architects, designers, and manufacturers.
Dr N D Barnes (Cambridge) opened his talk with a slide of one of the famous royal dwarfs painted by Velasquez and reminded dwarf-owners who were commoners never to show them to an acquisitive queen. He reviewed the treatable and
